Disparities are defined as statistically significant differences between two populations with
respect to race, ethnicity, income, education, or insurance category. On this basis, AHRQ has
found that disparities in quality of care and access to care are common. The reports also utili:t:e
statistical methods to track trends over time periods of at least four years. These analyses indicate
that about two-thirds of the quality of care measures being tracked are improving over time
across different populations of race, ethnicity, and socioeconomic status. The measures are split
about evenly between process measures and outcome measures; all measures are made at the
level of the individual rather than the community. Measures related to issues within institutions,
such as hospitals and nursing homes, are improving faster than measures related to diabetes care
or maternal and child health where it may be more difficult to affect change. hnprovements in
quality of care within each population have generally not translated into reduction of disparities
between populations. Examples of disparities getting worse over time include diabetes care,
colorectal cancer screening, and general cancer screening.
Benchmarking methodology is applied to both reports based on state variations. Average data
from the top 10 percent (i.e., top five states) are noted as a target for everyone. For example, in
2008. the top states had colorectal cancer screening rates around 68 percent, although rates
varied across populations on the basis of race, ethnicity, and income. AHRQ calculates that the
Asian population will not reach the benchmark rate for another IO to 15 years, and the low
income population may not reach it for 30 years.
The Council discussed how the data in these reports could be used to create policy or address
resource allocation issues. Council members recommended that AHRQ include data from U.S.
territories to the extent possible and indicate when data are not available from those locations.
Dr. Moy noted that AHRQ works closely with many states that are interested in the findings of
the reports. The reports provide many tables and web-based tools that allow each state to see
how it is performing on the measw·es compared to other states. The national healthcare reports,
data, and tools can be accessed at: www.ahrq.2oviresearch/findings/nhqrdr/index.html
PUBLIC COMMENTS
In response to a Federal Register announcement, a member of the public commented on the
transparency ofNACMHD meetings. In addition, Dr. Marjorie Mau submitted a comment
voicing her appreciation for the opportunity to serve as a Council member.
CLOSING REMARKS
In closing, Dr. Ruffin commented that one of the most important items coming up for the
Institute and the Council is the development of the NIH health disparities strategic plan, which
should utilize available data, such as the data reported in the national healthcare reports to
support the agency's strategic direction for health disparities.. Dr. Ruffin thanked Council
members and NIMHD staff for their efforts on behalf of the Institute.

ADJOURNMENT
Ms. Brooks adjourned the 33rd NACMHD meeting at 3:38 p.m.
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